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DENTAL SERVICES 
IN HEALTH CENTRES 



Terms of Reference 

1 . We were appointed by the Standing Dental Advisory Committee on 9th 
November, 1967 to enquire into the provision of dental services at health centres. 
Twelve meetings of the Sub-Committee have been held. 

Introduction 

2. Since the inception of the National Health Service the Secretary of State 
has been empowered to make provision in such areas as he may deem necessary 
for the establishment and the maintenance of health centres. In the first 20 
years of the Service these powers have been used very sparingly. During the 
past 18 months however, interest in the development of health centres has 
greatly increased. In addition to the existing centres in New Towns further 
centres will be required in redevelopment areas and some 60 health centres 
are under consideration in other places throughout Scotland. 

3. At a time when reorganisation of the structure of the Health Service is 
under consideration it is appropriate to consider the future role of dentistry in 
health centres to ensure that any such development will be in the best interests 
of the patient and the future of dental science. 

Definition of Health Centres 

4. The Secretary of State is empowered by section 15 of the National Health 
Service (Scotland) Act, 1947 to make such provision in such areas as he may deem 
necessary for the establishment and maintenance of premises which shall be 
called “Health Centres”. 

5. This section of the Act is in general terms and covers the provision of 6 
specific facilities, namely, general medical services, general dental services 
and pharmaceutical services under Part IV of the Act, specialist and out- 
patient services under Part II of the Act and local health and education, medical 
and health information services under Part III of the Act and the Education 
(Scotland) Act, 1962. 

6. A health centre is a building which should accommodate a centrahsed and 
comprehensive family health service for a community, i.e., the general medical 
and dental services of the National Health Service integrated with the preventive 
educative and advisory services of the local health and education authorities and 
the specialist and out-patient services of the hospital services of the National 
Health Service. 

Function of a Health Centre 

7. For each member of a family in a community the health centre is intended 
to be a primary source, from infancy to old age, of help, comfort and treatment 
in times of illness and, at all times, of advice and assistance in the maintenance 
of health. 
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Present Policy 

8. The present policy is to provide health centres within the limits of the 
resources available and wherever local conditions are favourable. The needs 
of a particular place or area determine the decision to establish a health centre. 
When a decision has been made on the need and desirability for the provision of 
a health centre primarily for medical services, consideration is given to the 
provision of accommodation for general dental and local authority dental 
services. 

9. Consideration is being given in the Scottish Home and Health Department 
at the present time to over 60 different health centre proposals at varying stages 
of progress. Broadly these can be grouped in order of priority into five 
categories: 

(a) New Towns 

(b) Large development areas 

(c) Projects associated with new hospitals 

(d) Projects associated with existing hospitals 

(e) Other projects 

10. Health centres completed, in the process of completion or under con- 
sideration, are listed in appendices I and II. 

11. It has been recognised that New Towns offer a unique opportunity for 
providing a more fully integrated health service and positive steps have been 
taken to bring about a close co-ordination of the three divisions of the health 
service, as for example, in Cumbernauld and Livingston. 

12. The provision of health services are considered as a whole so as to avoid 
each branch of the health service planning independently of the others. To 
accomplish this co-ordination, working parties representing all the health 
interests, are set-up to submit recommendations to the Secretary of State and 
the statutory bodies concerned. 

Financial Arrangements 

13. A basic principle of health centre provision is that each centre should be 
self supporting financially and the rental charged to the users therefore includes 
an element in respect of the recovery of the capital cost over 60 years and an 
element to cover the day-to-day running and maintenance cost. 

14. There is provision in the 1947 Act for the Secretary of State to delegate 
health centre powers to a local health authority. When a local authority is 
granted delegated powers the capital is provided by and the rents paid to the 
local authority. A measure of control is retained by the Secretary of State in these 
circumstances by making it a condition of delegation that plans are submitted to 
the Department for approval. In this way the Department can ensure that the 
interests of the local practitioners, the Executive Council and the hospital 
authorities have been fully considered. 

Planning and Planning Procedure 

15. Projected health centres vary according to local circumstances and needs. 
As far as is practicable organisations and individual practitioners who might 
have an interest are consulted at the planning stage. In the first instance a 
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meeting is arranged by the Scottish Home and Health Department with in- 
terested parties. Advisory committees or working parties may be set-up to 
consider a comprehensive plan for the community and to work out detailed 
plans under professional guidance. 

Management 

16. The management of a health centre is entrusted to a committee of all 
doctors and dentists working as principals in the general practitioner services and 
representatives of local or hospital authorities who provide services in the 
centre. Each committee makes its own rules for the operation of the centre. As 
the Secretary of State is responsible for the health centres in Scotland it is 
necessary that he be kept informed of the progress and well-being of each centre 
and that the people it is designed to serve are satisfied with the service which 
they receive. 

Necessity for Dental Services in a Health Centre 

17. The acknowledged principle is that, when it has been proposed or agreed 
that a health centre is desirable or necessary, dental services both general and 
local authority, should work in the closest co-operation in the health centre 
with each other and other services. Health centres without dental services 
cannot provide in the fullest sense the health services for a community. At the 
present time, although the provision of dental services in a health centre is 
considered to be desirable, in particular circumstances it has not been con- 
sidered essential and health centres are being provided without dental accom- 
modation. 

Present Policy Regarding Provision of Dental Accommodation in Health Centres 

18. Where the decision is to build, dentists have been offered, usually through 
the Executive Council and the Local Dental Committee, the opportunity of 
practising from the health centre and of being consulted about the planning of 
accommodation. This has not excluded the possibility of dental practice from 
private premises in the area. Any dentist, having applied to the Executive 
Council, is entitled to be included in the Council’s list to provide general 
dental services in any suitable accommodation. Where it has been decided that 
health centres in New Towns and redevelopment areas are to be built without 
accommodation for dental services they are being designed, wherever possible, 
so that dental accommodation can be added at a later date. Of the Scottish 
health centres detailed in appendices I and II accommodation for the provision 
of dental services is or is to be provided in sixteen. Of these, eight have provision 
for local authority dental services only. 

19. Originally the intention was to provide general dental services in health 
centres on a salaried basis but now it has been assumed that dental practices 
could be established in health centres by dentists who would rent accommoda- 
tion from the Secretary of State or local authority and in the normal way 
provide general dental services on a contractual basis in arrangement with 
Executive Councils. The services provided would not differ materially from 
those provided elsewhere by any other dentist practising in privately owned or 
rented premises. For a number of reasons which are considered in later para- 
graphs this method is not so satisfactory as it first appears. There are difficulties^ 
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some real, some imagined, which prevent the successful achievement of the 
prime objective. 

20. It has been necessary therefore to examine other means of providing 
general dental services which would enable obstacles, which can be seen or 
foreseen, to be circumvented and would create conditions more attractive to and 
acceptable by the dental profession. 

Methods of Providing General Dental Services in Health Centres 

21. Basically there are two methods of providing general dental services in 
health centres but there could be variations or combinations of these which, 
though falling short of perfection, are all practical possibilities. We have 
examined these methods in detail. No account is taken of changes which may be 
made in the structure of the National Health Service. 

(a) Premises provided by the Secretary of State or local authority and rented 
to general dental practitioners who would practise under National 
Health Service Regulations. 

(b) (i) Premises and equipment provided by the Secretary of State and 

general dental services provided by dentists and supporting staff 
employed on a salary. 

(ii) As in b(i) but the dentists would be employed on maximum part- 
time (e.g. 9/llths as for hospital consultants) with opportunity to 
provide private treatment part-time (2/1 Iths). 

(iii) As in Z>(i) but the dentists and supporting staff would be employed 
in a salaried service with a career structure. 

(c) (Combination of (a) plus (b)) 

Premises and equipment provided by the Secretary of State and general 
dental services provided by dentists under the National Health Service 
Regulations, employed by Executive Councils and remunerated partly by 
a basic salary and partly by a share in net earnings. 

(d) Premises and equipment provided by the Secretary of State and general 
dental services provided by general dental practitioners part-time and 
remunerated by a sessional fee payable by the Executive Council. Support- 
ing staff would be employed by Executive Councils. 



A. Premises Rented by General Dental Practitioners 

22. The British Dental Association as representative of the dental profession 
is opposed to this method. The dental profession is naturally anxious to preserve 
its freedoms which are the freedom to provide for patients the treatment of 
which the dentist is the sole judge and the freedom to manage his own practice. 
There is an apprehension that practice in a building which is owned by the 
authority responsible for the National Health Service and in which the treatment 
is to a great extent controlled by Regulation, would lead to a curtailment of 
these freedoms. 

23. If a health centre is established and controlled directly or indirectly by a 
Government agency and if the activities of the health team within it have to 
conform to National Health Service Regulations, a general dental practitioner 
who is a tenant cannot be a completely independent contractor. He surrenders 
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some of his independence as a practitioner to become a partner in a health 
team and being in a minority will have little control of running costs and 
consequently of his practice expenses. 

24. A dental practitioner who builds up his own practice creates a capital 
asset (goodwill) which he hopes when he retires he will be able to realise to 
provide for himself and his dependents. In addition the capital expenditure 
involved in buying or creating a dental practice or partnership cannot be lightly 
thrown away. 

25. A dentist practising in a health centre can never create a saleable goodwill 
and a practitioner loses what he might have if he transfers his practice to a 
health centre. Goodwill may not be so important for a dentist beginning his 
career as he would realise he must provide for his future by superannuation and 
savings. 

26. The rent is based on capital cost and running costs and consequently 
there can be great variation in the rent payable for similar accommodation. 
With the foreseeable financial instabilities each new health centre will probably 
cost more than those built earlier. 

27. The full inclusive rental is for accommodation (rates and maintenance), 
services (heating, lighting, power and water) and basic furniture (chairs, tables, 
cupboards) but dentists supply their own professional equipment. As each 
dentist will use one or more surgeries but will share other accommodation 
(e.g. waiting room, office, etc.) it is convenient to express the rent as £X per 
annum per surgery: but it should be understood that the rental includes all 
necessary accommodation and share of accommodation for a dental practice. 

28. The main cause of disparity in rental between health centres is the 
inclusion of the very substantial capital cost element. The capital element of the 
rent is assessed on the basis of the repayment of a loan for the full cost of the 
building over sixty years at the appropriate Public Works Loan Board rate of 
interest. The running expenses of the centre are shared among all the users 
according to proportionate use. There is therefore some control over this part 
of the rental. 

29. The size of health centres varies according to the needs of the com- 
munity and there are considerable difficulties in planning so that existing and 
foreseeable needs can be met. To these difficulties must be added those con- 
nected with the arrangement of dental accommodation which will allow a 
number of dentists to develop individual or group practices. In the smaller 
health centres which need few dentists, these difficulties in planning are not 
insurmountable, but in the larger health centres where for economic reasons 
much of the accommodation has to be shared and individual preferences of 
dentists are so varied, planning is very complicated. A compromise has to be 
reached between the ideal accommodation, the space available, the possible 
needs and desires of those who might rent the accommodation, and the re- 
strictions imposed by both capital and rental costs. 

30. There has not yet been an opportunity to discover if a number of dentists 
could effectively develop practices in accommodation which has to provide not 
only a degree of separation necessary for the harmonious conduct of contiguous 
groups but also a sense of unity with the community health team. 

5 



Printed image digitised by the University of Southampton Library Digitisation Unit 



31. In the many health centres planned for existing towns accommodation 
has been offered only to those already practising in the area. To have offered it 
freely would be clearly unfair to those who have invested their capital and 
served the community for many years in the locality. 

32. If local dentists have made successful practices and cannot afford to give 
up their goodwill and capital outlay it would only be those whose premises are 
inadequate, whose equipment is out of date or whose practice is not flourishing, 
who would be attracted by the opportunities which a health centre might offer. 

33. It seems therefore that in existing towns and some redevelopment areas 
the offer of a just compensation is necessary to remove this obstacle to dental 
participation in an integrated health team. 

34. Compensation would not eliminate the difficulty which a number of 
individual dentists would face in having to work in close proximity and with 
shared accommodation. This would require a sense of common purpose and 
a high degree of idealism which can be fostered but cannot be imposed either by 
regulation or force of circumstances. 

35. A further discouragement to transfer of an established practice to a health 
centre is the terms of rental. A dentist would lose his goodwill and his capital 
outlay but, in addition, he would give up premises which afforded him some 
security of tenure in order to rent premises which he might have to vacate at 
three months’ notice. 

36. Verbal assurances that such notice would not be served except in excep- 
tional circumstances are not sufficient to allay the doubts of dentists about the 
future possibilities of earning a hving in reasonably secure conditions. There 
is a fear also that freedom to choose an assistant or acquire an associate or 
partner might be restricted. We consider that there is a need for a definite 
statement of policy. 

37. The remuneration of a general dental practitioner participating in the 
National Health Service differs radically from that of his medical colleagues. His 
fees are paid for what are termed “items of service” which are in fact items of 
treatment. Although he does provide a service to the public his income depends 
on the number of items of treatment which his patients are willing to undergo 
and which are no more than are necessary to secure or contribute to a reasonable 
standard of dental fitness. His fees include an element for practice expenses 
which is calculated from the average expense ratio in the United Kingdom and 
not from the expenses of his own practice. 

38. It must be realised also that at present the general dental practitioner’s 
earnings, on average, steadily decline with age. The experience and skill obtained 
through years of practice do not counterbalance his declining physical ability 
to work as long or as hard as in the days of his youth. As a tenant in a health 
centre the large rent would become a proportionately increasing and serious 
commitment which one day he might not be able to meet. 

39. This method, with some of the obvious difficulties removed or mitigated, 
is feasible for small health centres in New Towns and redevelopment areas 
and could be attractive for some dentists, but in present circumstances is not 
likely to be successful in existing towns or where a large number of dentists is 
required. 
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B. (I) General Dental Services Provided by Salaried 
Dentists and Supporting Staff 

40. This method has been adopted in Sightliill Health Centre and for a trial 
period in the New Town of Livingston. The Secretary of State provides premises 
and equipment. The Executive Councils employ and pay the salaries of the 
dentists, and the Secretary of State employs and pays supporting staff, and pays 
practice expenses. The dentists provide services according to the *National 
Health Service Regulations, and for recording, statistical, and evaluation 
purposes estimate forms are sent to the Scottish Dental Estimates Board. 

41. Based on a statistical assessment of the work done over the years, 
experience has shown that the practice in Sighthill has been deemed to be less 
financially successful than the majority of general dental practices. This is due in 
a large part to the expensive accommodation and overheads ; and in part, to the 
situation and composition of the community. It is too early to assess the success 
or otherwise of the Livingston practice. 

42. In both these health centres the general dental services are provided by a 
single dentist with only one surgery and consequently, whether this method in 
a health centre with a number of dentists with additional surgery accommodation 
would be more financially successful cannot be ascertained. 

43. This method might be more attractive to dentists who have passed their 
peak earning power in general practice. We have referred previously to the fact 
that general dental practitioners progressively earn less on average, once they 
have reached the age of 45-50 years. It would be unsatisfactory for health centres 
to be staffed only by dentists in older age groups. 

44. Moreover, remuneration by salary with a limited maximum, does not 
offer an immediate appeal to the younger man who wants to be a success in his 
profession. To a younger man the satisfaction of serving a community by the 
exercise of his professional skill must be matched by the opportunity of profes- 
sional advancement and proportionate rewards. 

45. The advantages of steady employment, annual and sick leave and the 
freedom from financial and other responsibilities inseparable from managing a 
business, do not wholly outweigh the disadvantages which may seem so great 
to a man with individuality and initiative who wants to carve out a career. 



B. (II) General Dental Services Provided by Salaried 
Dentists on a Maximum Part-time Contract (9/11ths) and 

Supporting Staff 

46. In the present hospital service consultants may choose to be appointed 
for 9/llths of full-time allowing 2/llths of their time for private practice. It is 
possible that this kind of contract could be extended to salaried general dental 
practitioners in a health centre. 

47. The general dental services of the National Health Service provide only 
treatment which is necessary to provide for the patient a reasonable standard of 



* National Health Service (General Dental Services) (Scotland) Regulations, 1966 — 
Regulation 3(i)(b) and Schedule I, Part II. 
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dental efficiency and oral health. This treatment is adequate but not necessarily 
ideal. It is possible that in a health centre the definition of “dental fitness” 
may not be so restricted. If, however, the treatment is to be limited to what 
is required for a reasonable standard, patients should be able to obtain and pay 
for what is now regarded as not essential. 

48. The scope for the dentist to develop and use his skill in a wider field would 
be an attraction and dispose of some of the disadvantages of method B.(I). 
At the same time there would be an acceptable balance between private and 
public practice. 

49. Although the opportunity for private practice would act as an attraction 
to dentists contemplating practice in a health centre, adequate safeguards would 
be essential to ensure that patients were not influenced by prospects of pre- 
ferential or different (but not necessarily superior) treatment under private 
arrangement. This could create a public opinion which might be to the detriment 
or even tend towards the denigration of services available in the Health Service. 

50. If private treatment is undertaken in health centres it might be advisable 
to have some control over the amount given and to limit the scope to any items 
of service which are not covered by National Health Service Regulations. The 
necessity for any private treatment in a health centre would be diminished if 
treatment available in the General Dental Service Regulations could be less 
restricted, or the field of treatment governed by section 23 of the Regulations 
could be widened. Administratively it would be difficult to make satisfactory 
rules. 

5 1 . Charges would have to be made to the practitioner for the use of premises, 
equipment, staff and materials. An inclusive charge per session or per hour 
might be arranged. 

52. This maximum part-time appointment is not without its merits and might 
be useful and even necessary during the period when the concept of the ideal 
health centre is being developed but, in our opinion, it would be preferable for 
private treatment to be given in private premises. 



B. (Ill) General Dental Services Provided by Salaried 
Dentists (with a career structure) and Supporting 
Staff in a Salaried Service 

53. Some of the disadvantages of B.(I) could be overcome if there were a 
career structure which would show promise of advancement both in professional 
resp onsibilities and financial reward. 

54. A salaried service would be satisfactory only if a substantial proportion of 
the dental services in the National Health Service were ultimately to be provided 
in health centres. There would then be opportunities for increased responsi- 
bilities in either special subjects or in administration and management. 

55. A salaried service such as we envisage would make possible a better 
distribution of dental manpower and a more easily accomplished integration of 
the general dental services with hospital and local authority dental services. 
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Moreover, the dental manpower could be strengthened by a more general 
employment of ancillary dental personnel. 

56. For the dentist, in addition to the usual advantages of salaried employ- 
ment, there would be opportunities for promotion and development of special 
interests, reward for experience and skill, opportunities for post-graduate study 
as well as a reorientation of professional outlook towards the concept of positive 
dental health rather than a largely remedial service. 

57. For the public there would be a more generally available comprehensive 
dental service. 

58. Whatever advantages may accrue, a reorganisation of this nature cannot 
be instituted without an appreciation of the disadvantages. These can be 
divided into those which are inevitable and those which are only possible. The 
former group arise from the change to an organised service which would involve 
considerable financial and administrative problems. The latter group constitute 
a number of effects which, if they are foreseen, may never become important if 
action is taken to prevent them from occurring. 

59. There would be necessary an initial capital expenditure on building and 
equipment (as in B.(I)) and, additionally thereafter increasing commitments for 
employment of professional and ancillary staff. 

60. The creation of a salaried service involves the development of an admini- 
strative body to manage the service, to pay salaries and expenses and to control 
in some degree the staffs and the work which they do. So that there would be 
some supervision of clinical treatment and responsibilities one of the profes- 
sional staff in each health centre would require to do some administrative 
work. In such an organisation there would be a possibility that the services 
rendered would become stereo-typed and confined within too narrow limits. 
The dental profession would fear that independence of thought and action or 
chnical freedom would be lost and that a real personal relationship with patients 
would suffer. 

61 . It is probable that the amount of treatment given by a salaried practitioner 
would be less in amount than is given by individual contractors. The reduction 
in the amount of treatment given must not necessarily be regarded as a dis- 
advantage and in time might even prove to be an advantage. The dentist, freed 
from financial pressure, could devote more time to precision work, preventive 
treatment and the education in dental health of both individual patients and 
community groups. 

62. Most of the disadvantages, and principally those which affect the dentist 
joining the service, could be avoided by an understanding and sympathetic 
management. 

63. Changes necessary for the implementation of this scheme could be 
difidcult to make because general dental services would be provided in Scotland 
both by individual contractors and salaried employees. It would be most un- 
fortunate if patients ever began to think that the services of any one group 
were inferior to those of another. 
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C. Dentists and Ancillary Staff providing General Dental 
Services under National Health Service Regulations 

EMPLOYED BY EXECUTIVE COUNCILS AND DENTISTS REMUNERATED 
PARTLY BY BASIC SALARY AND PARTLY BY A SHARE IN NET EARNINGS 

64. The financial incentives inherent in a system of payment for items of 
service places the emphasis on treatment and the volume of treatment rather 
than on the establishment and maintenance of dental health. Payment by salary 
with no opportunities for promotion does not stimulate individual efforts to 
attain professional or financial advancement. A combination of salary and 
financial incentive might seem to be a reasonable way of achieving the ad- 
vantages of both methods. 

65. General dental services could be provided according to the Regulations 
but instead of receiving the total payment for the items of service rendered the 
dentist would receive a basic salary with increments according to length of 
service, age or experience and receive in addition a share or bonus. 

66. Accommodation, equipment and material and ancillary services in the 
health centre would be provided by the Secretary of State or Executive Council. 
The accounts of the health centre dentist would be controlled by the Executive 
Council. The dentist’s share or bonus would be calculated proportionately to 
his efforts. 

67. Where a number of dentists practised in a health centre it would be 
necessary to have one in administrative charge for which responsibility he 
would receive a correspondingly higher salary. 

68. This method would enable dentists to practise their profession un- 
handicapped by the responsibihties of managing a business and the problems 
associated with general practice, e.g., losses due to sickness and annual leave 
would be avoided while the decline in earnings with advancing years though 
not entirely eliminated would be more gradual and more tolerable. 

69. This modification of payment by item of service for all its apparent 
advantages has, in our view, little to commend it. The incentive is still financial 
with the added complications of problems of management and complex accounts. 
This system neither establishes the proper balance of educative, preventative, 
and curative functions which is desirable in a comprehensive dental service nor 
makes more attainable the integration with other dental services. 



D. Dentists with Practices outwith the Health Centre 

PROVIDING GENERAL DENTAL SERVICES IN A HEALTH CENTRE 
ON A PART-TIME BASIS 

70. The proposition for sessional service by general dental practitioners and 
favoured by the British Dental Association, is closely analogous to the part- 
time sessional service of dental practitioners in local authority or hospital 
services. 

71. General dental practitioners in the health centre area or practising on the 
fringe of a development area could choose to develop part of their practices 
in a health centre. For example, it would be possible for two practitioners each 
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to undertake five sessions alternatively in a health centre surgery and for the 
remainder of their time to practise in private premises. 

72. Some practitioners in general practice who are not fully occupied in the 
mornings or married women could provide 2, 3 or 5 sessions. Both categories 
could give continued service part-time if conditions of employment were 
satisfactory. 

73. Though such a method might in exceptional circumstances be employed 
this is the least satisfactory of all the methods considered. If the health services 
from a health centre are to be intimately associated with the community the 
divided interests of a part-time contribution would make difficult or impossible 
the whole-hearted, lively and real personal involvement of the participating 
dentists. 

74. The problem is not some or any dental service in a health centre but an 
efficient service which is an integral part of health centre health services and the 
responsibility of which is not just the provision of treatment but the maintenance 
of the dental health of the community. 

Recommendations 

75. Our consideration of these different methods has led us to the confirma- 
tion of our conjecture that the right kind of dental services in a health centre 
cannot be accomplished satisfactorily merely by renting accommodation to 
general dental practitioners acting in the normal way as independent con- 
tractors. The conditions which must exist in health centres differ in many ways 
from those in which dentistry is traditionally practised. 

76. The transference of a single practice to, or the establishment of a single 
practice in a health centre, is quite practicable and possible if some of the 
difficulties are removed and the conditions modified. This system would not 
be as satisfactory for a number of dentists or a number of practices and in our 
opinion is not ideal for the wider fuller dental service which is essential if the 
future promise of an improved family health service in health centres is to be 
fulfilled (see paragraphs 7 and 74). 

77. The idea of a comprehensive health service for each community which is 
now being put into practice constitutes a revolutionary change. If it is to be 
successful we are in no doubt that the existing method of providing dental 
services must also undergo transformation for health centres. 

78. We are convinced that taking into account all the disadvantages the most 
satisfactory method is a comprehensive salaried service with a career structure 
and accordingly, we make this our main recommendation. 

79. This recommendation is confined to the dental services in health centres. 
We do not contemplate either that all dental treatment should be given in 
health centres or that all dental services for Scotland should be provided by a 
salaried service. 

80. We are conscious that our recommendation of a salaried dental service for 
health centres is a departure from the existing means of providing general 
dental services. We believe, however, that this change is more evolutionary than 
revolutionary and although there will be both financial and administrative 
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problems these should not be any more difficult to solve than similar problems 
relating to the present hospital and local authority dental services. 

81 . Although our considerations do not take into account the possible changes 
which are contemplated in the administrative structure of the National Health 
Service we are confident that what we have recommended will fit into and will be 
suitable for any proposed integration of the different branches of the present 
health services. 

82. We realise that our report would not serve a practical purpose unless we 
presented a broad outline of how the service can be started, grow and develop 
into its final form. We fully appreciate that such a service cannot be created 
immediately and that a transitional period and much careful preparation and 
planning will be necessary. We would also stress that further consideration and 
planning will have to be undertaken to fill in the general structure and to make 
detailed arrangements. 

Recommendations for the Development of a Salaried Service with a Career 
Structure 

83. Apart from the financial aspects there are five major factors which will 
influence the character and development of a salaried dental service : 

(a) The service cannot be created immediately in its entirety and therefore a 
gradual growth to completion has to be planned. 

(b) Conditions in New Towns and redevelopment areas differ considerably 
from those in established communities. 

(c) A salaried dental service, while having its own particular attractions, will 
have to function alongside dental services provided by individual con- 
tractors whose professional prospects must not be inhibited. 

(d) The health centre dental service must provide educative and preventative 
measures in addition to curative or restorative treatment. 

(e) To be efficient the health centre dental service will require adequate 
dental manpower and its own system of administrative control. 



Growth and Development 

New Towns 

84. There should be no insuperable difficulty in instituting a service in health 
centres in New Towns. Initially the dentist could be paid by salary. At a later 
stage when plans had been advanced and numbers had increased the dentists so 
employed, along with their staff, could be incorporated in a national or regional 
salaried service. Local authority dental services (public health dental services) 
could be co-ordinated with the health centre service. Health centre dentists could 
also be available for service in local hospitals. 

85. At present some health centres are being planned with accommodation for 
half the estimated number of dentists required for the New Town population. It 
follows that accommodation or ground space will have to be available for any 
individual contractor dentists who wish to practise in a New Town. In addition 
allowance should be made for expansion of the health centre dental accom- 
modation. 
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Redevelopment Areas 

86. Essentially, the conditions are similar to those of New Towns, except that 
outside the boundaries of the area there may be established dental practices 
which will be available to the new population of the redeveloped area. It is in 
these areas that the estimated number of dentists for the redeveloped area 
population has to be related to the number of dentists practising in the vicinity. 

87. Any dentists who have been dispossessed should have the opportunity of 
practising as salaried dentists in a health centre or centres in the redevelopment 
area, if they desire to do so. Priority should be given to such dentists in health 
centre accommodation. They would require temporary employment or tem- 
porary accommodation until the health centres are built and ready to function. 
The ancillary staff of these dispossessed dentists should also have the opportunity 
of taking up salaried posts in the health centre with their former employers. These 
dentists and staffs would later be incorporated in the general salaried service. 

Established Communities 

88. We have already stated in paragraph 33 that dentists already practising 
as individual contractors could only contemplate practising in a health centre 
either as individual contractors or in a salaried service if they were to receive 
some form of compensation. In addition, consideration should be given to the 
purchase of equipment, if suitable, at valuation, and either employment of their 
staffs in the health centre, or payment of any dues arising from redundancy. 
Although a budget would have to be prepared for the total compensation, the 
payments would be spread over the years in which health centres gradually come 
into being. Moreover, whatever the amount of the agreed compensation, it 
would be possible for payments (excluding those relating to redundancy) to’ be 
spread over a period, or reserved until the retirement or death of the respective 
practitioners, but these would be matters for negotiation with representatives of 
the profession and individual dentists. 

89. Where such compensation was made to dentists it would be necessary to 
prohibit the use of their premises for dental practice for a specified period ; the 
compensated dentist would be prohibited from practising in the area except in 
the health centre for a specified period j and it would be explicit in the agreement 
that his goodwill would not be otherwise disposed of. 

90. It may be that in the transitional period in these established communities 
it might be necessary to accept a dentist as an individual contractor or as a 
salaried dentist. In the event of the development of a salaried service dentists 
who had chosen to practise as individual contractors in a health centre would be 
allowed to continue to do so until retirement or have the opportunity of applying 
to join the service. Dentists might also be able to choose to practise on a maxi- 
mum part-time basis. 



Services 

91. Health centre dental services ought to provide dental health education and 
preventive measures for the individual and the community as well as the normal 
restorative or curative treatment. Moreover, in our opinion, if the health centre 
is to provide the main dental services for a community (for example in a New 
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Towb) treatment which is provided should not be limited to the minimum 
required for reasonable dental fitness. Treatment or appliances which were 
outwith the requirements of the National Health Service Regulations would be 
paid for by the patient. 

92. Dentists in a salaried service should become dentists for the community 
and therefore play an appropriate part in the local hospital and public health 
dental services. 



Manpower 

93. The present overall dentist population ratio in Scotland is approximately 
1 : 3,500 and within the foreseeable future a ratio of 1 : 3,000 may seem to be the 
maximum improvement that is a practical possibility. These figures may be com- 
pared with the dentist/population ratio in other countries, the examples of 
which are shown in appendix V. The United Kingdom ranks 26th in the world. 
We consider that with the present prevalence and incidence of dental disease 
an overall ratio of not less than 1 : 2,500 should be the target at which to aim if 
dental services are to be effective. 

94. The term “dental manpower” should not be confined to the total number 
of registered dentists. Some account must be taken of classes of dental ancillaries 
now established under the Dentists Act. In our opinion, the number of these 
ancillaries should be increased and their services utilised in health centre dental 
services. 

95. With a population that is increasing in number, and the present difidculty 
of maintaining the existing number of dentists, it is apparent that the desired 
ratio of dentists to population will not be reached. If greater emphasis is given 
to dental health education, the demand for treatment will increase and much 
more nearly match the need. Should fluoridation of water supplies be generally 
adopted, the damage caused by dental caries will be much reduced in severity but 
the need for treatment of dental caries, periodontal disease and malocclusions, 
will still be very great. 

96. If the present number of dentists (approximately 1,500) remains static or 
increases only very slowly, it is essential that the best possible use is made of 
dental ancillaries (dental hygienists and dental auxiliaries) to au^ent the dental 
manpower. We believe that the addition of 1,000 dental ancillaries working 
with dentists, suitably distributed, and working in dental teams, could provide 
a reasonably adequate dental service for the nation. 

97. Accordingly, as a guide to and a basis for estimating the dental manpower 
required for any local population, we suggest that there sould be the ratio of 
one dentist to 3,000 of the population, supported by one ancillary for every three 
dentists, one dental surgery assistant for each dentist and one for every two 
ancillaries, one technician for every two dentists and the appropriate number of 
clerks. On this basis we would suggest the dental team for a population of 
10,000 would be, dentists 3, dental ancillaries 2, dental surgery assistants 4, 
dental technicians 1-2, clerks 2. If the policy of only having half the required 
number of dentists in a health centre is adhered to the proportionate adjustment 
to the above suggested strength of the dental team would require to be made. 
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Accommodation, Equipment and Laboratory Services 

98. As a basis for initial planning the schedule of accommodation in the 
Health Centre Guide (see appendices III and IV) is appropriate except that we 
would recommend the addition of a small surgery (general purpose room — 
80 sq. ft.) for each dental ancillary. The number of such additional surgeries 
can be based on a proportion of one dental ancillary for every three dentists. 

99. Dental surgeries for dentists will, of course, require complete equipment 
but small surgeries for dental ancillaries will need less comprehensive equipment. 

Dental Laboratories 

100. The provision of dental laboratories will require separate consideration 
if a salaried service in any form is created. There is a shortage of adequately 
trained dental technicians in the hospital service and as we must assume that 
corresponding conditions of service would apply to a health centre service we 
can see that obtaining the required number of technicians might prove to be 
difficult. Moreover, in the completed health centre dental service it would be 
essential to make the most economic and efi&cient use of both personnel and 
laboratory space and equipment. 

101. During the transitional period and particularly if only some of the 
larger health centres have dental laboratory accommodation it would be 
probably necessary for much of the work to be undertaken under contract by 
commercial laboratories. The practicability of estabhshing central laboratories 
for all the salaried dental services (hospital, general and local authority dental 
services) in an area or region should be examined. Such centralised laboratories 
could act also as training laboratories for apprentices or for student dental 
technicians undergoing either full-time or day relase training. 



Administration 

102. With a salaried service in view for the future, whatever body in an area is 
responsible for making arrangements for dental services will need the advice 
and guidance of a dentist who has not only experience of dental practice but also 
knowledge of the final pattern of the dental service and a sympathetic under- 
standing of the purpose of health centres. He should also have executive powers 
when the dental service is fully developed. There would need to be area or 
regional dental administrative officers responsible for the efl&ciency of the 
dental service. 

103. During the transitional period a dental administrator could either have 
part-time duties and responsibilities within an area or full-time responsibilities 
for more than one area. 

104. Each health centre with two or more salaried dentists would require to 
have one dentist in administrative charge with a supervisory role additional to his 
chnical duties and responsible to the dental administrator and administrative 
body and act as the dental representative on the management committee of the 
Health Centre. 

105. Remuneration of professional and ancillary staff. Present regulations 
empower the Secretary of State to pay “such salary as he may determine” to 
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dentists employed in a health, centre. As the circumstances of a salaried service 
which we recommend will differ materially from those envisaged in the present 
Act, the negotiation of appropriate scales of remuneration for all participants 
would be necessary. 

Conclusion 

106. Dental practitioners in the past have led a rather isolated and in- 
dependent professional life. They are much less dependent than their medical 
colleagues on co-operation with hospitals and other specialist services. The 
need for closer co-operation in the future however is seen by many to be desir- 
able. One can expect a gradual change in attitude as young graduates from our 
dental schools are taught to expect and look for closer integration of all branches 
of medicine. 

107. We do not envisage the replacement of practice outwith a health centre 
by health centre practice but rather that these should run side-by-side providing 
an element of competition which would be a spur to higher standards in both. 

108. Health centre dentistry is a relatively new and untried concept in this 
country. It is essential that it should offer the kind of professional life and 
opportunities that will appeal to the young graduates. Unless it does so it will 
fall into disrepute both with the public and the profession. It is vital therefore, 
that the right methods should be adopted now if the service is to develop 
: satisfactorily in the future. 



{Signed) J. Blair Hardie 
Chairman 

(on behalf of the Sub-Committee) 



\2>th February, 1969. 
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List of Health Centres APPENDIX I 
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APPENDIX II 

Stage Reached in the Provision of Health Centres at 1st January, 1969 



In Operation 

(a) Scottish Home and Health Department 
Cumbernauld : Kildrum 
Cumbernauld: Central 

Huntly 

Langholm 

Livingston : Craigshill 
Sighthill, Edinburgh 
Stranraer 

(b) Local Health Authority 
Curriehill (Midlothian C.C.) 

Golspie (Sutherland C.C.) 

Grangemouth (Stirling C.C.) 

Kilsyth (Stirling C.C.) 

Under Construction (3) 

Crieff 

*Stenhousemuir 

*Thurso 

Plans Approved (14) 

*Blackbum 

*Blackbridge 

*Bonnyrigg 

^Bridge of Allan 

*Dundonald 

*Forres 

Glasgow : Woodside 
Keith 

Kirkcudbright 

*Lerwick 

Rutherglen 

*Stoneybum 

*Symington 

Wick 

Planning (25) 

Aberlour 

Airdrie 

Biggar 

Brechin 

*Broxbum 

Castle Douglas 

Clydebank 

Cumbernauld Central (Phase 2) 

Dumbarton 

Dundee No. 1 

East Kilbride Nos. 1 and 2 

Glasgow: Gorbals 



Glasgow : Royal Infirmary 

Grantown 

Kirkcaldy 

Kirkwall 

Jedburgh 

Livingston: Howden 

*Newton Stewart 

Perth 

*Renfrew 

Rothesay 

St. Andrews 

Selkirk 

Proposal Under Consideration (38) 

* Aberdeen : Denbum 

*Aberdeen: Foresterhill 

*Alloa 

Arbroath 

*Bathgate 

*Baillieston 

Bellshill 

*Bishopbriggs 

*Blantyre 

*Bo’ness 

*Bumtisland 

Campbeltown 

*Culter 

Cupar 

Dingwall 

Dumfries 

Duns 

Edinburgh Nos. 2 and 3 

Falkirk 

*Fauldhouse 

*Fort William 

*Garelochhead 

Glasgow Nos. 4 and 5 

Glenrothes 

Greenock 

*High Valleyfield 

*Inverurie 

*Kilcreggan 

*Leven 

Oban 

Paisley 

Peebles 

*South Queensferry 
*TuUibody 
*Winchburgh 
*Wishaw 



* For these places, the proposal is that the health centre should be provided by the 
local health authority imder powers delegated by the Secretary of State. 

The above list does not include a number of areas where there have been expressions 
of interest, but as yet no definite proposals for a centre (e.g. Auchterarder, Inverbervie, 
Penicuik, Strathaven and Irvine New Town). 
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Schedule of Accommodation APPENDIX III 
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Dental services accommodation 

(i) Dental Reception and Records Office 

(ii) Dental Surgery 

(iii) General Purpose Room 

(iv) Waiting Room 

(v) Laboratory 

(vi) Work Room 

(vii) Recovery Room 

(viii) Dental Radio-diagnostic Room 

(ix) Dark Room 

(x) Store 
Cupboards 

(xi) Compressor and Switch Room 

(xii) Public Lavatories 
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APPENDIX IV 



Example of Dental Accommodation 



Accommodation 


Basic 

Size 

Sq.ft. 


Number of Dentists, Number of Rooms 
and Total Area 


Two 


Three 


Four 


Five 


1. Dental Reception and Records 


120 


Share of 


Share of 


1 


120 


1 


120 






main office 


main office 










2. Dental surgery 


160 


2 320 


3 


480 


4 


640 


5 


800 


3. General Purpose Room 


80 


1 80 


2 


160 


2 


160 


2 


160 


4. Waiting room or area 


120 


1 120 


1 


180 


1 


180 


1 


200 


5. Dental Laboratory 


240 


— — 


— 


— 


1 


240 


1 


240 


6. Workroom 


100 


1 100 


1 


100 


— 


— 


— 


— 


7. Recovery Room 


120 





— 


— 


1 


120 


1 


120 


8. Dental !^dio-diagnosis room 


120 





— 


— 


1 


120 


1 


120 


9. Dark Room 


80 


1 80 


1 


80 


1 


80 


1 


80 


10. Stores 


20 





2 


40 


1 


20 


1 


20 




30 


1 30 


— 


— 


1 


30 


1 


30 


11. Compressor and switch room 


40 


1 40 


1 


40 


1 


40 


1 


40 


12. Public lavatories 


20 


2 40 


2 


40 


2 


40 


2 


40 


Total 




810 


1120 


1790 


1970 


Circulation space 32% 




324 


448 


716 


788 


Total Area 




1134 


1568 


2506 


2758 
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APPENDIX V 

Population per Dentist 1963 — World Directory of Dental Schools WHO 1963 



Sweden 


1310 


Norway 


1330 


Denmark 


1740 


West Germany 


1780 


U.S.A. 


1780 


Austria 


1890 


Australia 


2550 


Switzerland 


2560 


Greece 


2590 


New Zealand 


2820 


France 


2840 


Poland 


2900 


Czechoslovakia 


3000 


Canada 


3160 


Italy 


3330 


United Kingdom 


3520 


U.S.S.R. 


3900 


Netherlands 


4400 


Belgium 


4450 


Hungary 


6900 
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